Hall to be a recurrence in an early stage. The larynx was therefore again opened, and the cicatrix freely removed, as the only alternative to a total laryngectomy. The patient has done well, and as the tissues removed at the operation were devoid of any indication of malignancy, there is reason to believe that the growth was successfully extirpated. But the size and extent of the growth at the first operation necessitated unusually free removal of the left half of the larynx, including the aryteenoid and arytaeno-epiglottidean fold and left margin of the epiglottis, and as a result the cicatrix is contracting so as seriously to interfere with respiration. A large intubation tube has been inserted with only temporary relief to the stenosis, and it was not well tolerated, and it is feared that a tracheotomy tube will have to be worn permanently.
as to appear in the pyriform fossa. She was operated on on November 9, the growth being completely removed. She recovered, and was shown subsequently at the meeting in London on March 3, 1911 . At that time there was a suspicious-looking granulation in the centre of the cicatrix, and this, on removal for histological examination, was reported by Professor Walker Hall to be a recurrence in an early stage. The larynx was therefore again opened, and the cicatrix freely removed, as the only alternative to a total laryngectomy. The patient has done well, and as the tissues removed at the operation were devoid of any indication of malignancy, there is reason to believe that the growth was successfully extirpated. But the size and extent of the growth at the first operation necessitated unusually free removal of the left half of the larynx, including the aryteenoid and arytaeno-epiglottidean fold and left margin of the epiglottis, and as a result the cicatrix is contracting so as seriously to interfere with respiration. A large intubation tube has been inserted with only temporary relief to the stenosis, and it was not well tolerated, and it is feared that a tracheotomy tube will have to be worn permanently. Larynigological Section nmade the approach to the ethmoidal cells peculiarly narrow and difficult, but the free exposure of the osteoplastic method of splitting the nose rendered it easier to reach the deeper parts than any other method of exposure could have done. The sinus cavity was drained for forty-eight hours by a rubber tube, and the wound irrigated through the brow for several days. Healing complete, with entire cessation of all headache and discharge, and with no cosmetic defect other than some slight depression above the brow inevitable with the'obliteration of an enormous sinus (see fig. 3 ).
Case II.-Miss S., aged 47. In 1907 came with symptoms of nasal discharge of ten years' duration, with severe frontal and occipital headaches, inability to do mental work properly, and with increasingly poor health. In 1908 a double radical Killian frontal sinus operation per- formed. In 1909, both sphenoidal sinuses freely opened and found to contain pus and polypoid granulations. The sphenoidal sinuses were also found to be partially subdivided by a horizontal septum into an upper and lower portion. In 1911 some recurrent suppuration led to the opening of the frontal sinus area, but the sinuses were found to be obliterated, the suppuration coming from some anterior ethmoidal cells.
Case III.-W. B., aged 21. In 1908 both frontal sinuses suppurating; severe headaches. Lavage of both sinuses daily for some weeks. Finally the exhibitor's double osteoplastic radical operation performed, with free removal of the anterior ethmoidal cells and the sphenoidal sinuses opened freely. Cured; he uses two or three handkerchiefs a week instead of two or three a day (see fig. 1 ).
Case IV.-S. B. Suffering from severe frontal headaches and nasal discharge for many years; had previously had an external operation on the frontal sinus by another operator, but it had left an external discharging fistula. February, 1910, the osteoplastic operation performed, Mr. Waggett and Dr. Cathcart present. The sinuses communicated and were enormous, measuring 12 cm. laterally, and reaching 7j cm. above the supra-orbital margin. He was able to get up in the ward four days after operation. He is now free from headaches, and says he feels cured (see fig. 2 ).
Case V.-Miss C., aged 36. For two years left-sided nasal discharge and severe frontal headaches. Diagnosis: Left pansinusitis. Left osteoplastic frontal sinus operation, opening up and removal of ethmoidal cells, and radical antral operation. This was followed by angina Ludovici and cellulitis of the supra-orbital tissues, the supra-orbital wound being kept open and irrigated. She. completely recovered, but in 1910 the other frontal sinus suppurated, and was operated on. Is very much improved, but occasionally gets headaches. Case VI.-F. S., aged 34. In 1908 severe headaches and nasal discharge; two previous attacks. The osteoplastic operation performed on the left frontal sinus, the left antrum and both sphenoidal sinuses also opened freely. Now never notices any nasal discharge, and he feels well. There is a slight depression on one side of the nose, owing to a chisel being used instead of a saw in splitting the nose, a small splinter of the nasal bone coming away. Cured.
Case VII.-Miss H., aged 34, first seen in March, 1908, with history of headaches and nasal discharge for "years." Double radical antral operation performed by the canine route, and in June, 1908, the osteoplastic frontal operation on the right side. In May, 1909, both sphenoidal sinuses were opened up. There is now no nasal discharge, but the headaches are unrelieved, but apparently are not due to the nasal condition.
Case VIII.-Miss G., aged 17. Came in April, 1910, with a history of ten years' nasal discharge and severe headaches. In May, 1910, double radical antral operation performed by the canine route, and in July of the same year the exhibitor's osteoplastic operation was per formed on the left side. In February last acute symptoms developed on the right side, and a radical Killian operation was performed. Two lmaonths later swelling recurred on the right side, and the "bridge," which was found to have necrosed, was removed. The symptoms are Ilow relieved. It is difficult to see that any external operation has been performed on the left side; there is no obvious scar or depression.
DISCUSSION.
MHr. HERBERT TILLEY said he often wished he could see the Watson-NVilliams operation performed and follow the details. In comparing the cosmetic results of the operation with others, he thought the result did not (lepend so much on the operation as on the depth of the sinus, and this could be previously determined by skiagraphy. He remembered a case where the sinus required 11 ft. of cyanized gauze 1 in. in width, and in which he considered the sinus to be the largest he had ever seen. He considered that in Killian's operation the operator got an excellent view of the sinus, and he did niot think an operator could wish for a better one. If the operation was a more complicated one without giving a better view it was a serious disadvantage.
Dr. CATHCART said with regard to the merits of Dr. Watson-Williams's operation and Killian's, he had seen both performed-in Killian's own clinic and also by Dr. WVatson-Williams in Bristol. The osteoplastic operation of the latter was not so complicated in practice as it seemed on paper, and it gave a far better view of the sinus than any other he knew of. Every part was exposed, and the operator was able to chip away without any fear of approachinig any of the dangerous parts. He considered the cosmetic results in a large number of cases far better than were obtained with other operations, although it took a little longer to perform. The case that he had seen Dr. Watson-Williams operate on, and which was shown at the meeting to have no deforming scar, had the largest frontal sinus he had ever seen.
The PRESIDENT said that he did not claim in all cases better results by his operation. With a large deep sinus any operation which aimed at obliteration of the sinus was liable to cause some depression above the brow. For his operation he claimed that it gave the operator a more direct approach to the sinus and a better view of the parts, and there was no risk of a narrow bridge becoming absorbed as in Killian's operation. He was very glad to hear Dr. Cathcart's appreciation of the operation that he had witnessed. His (Watson-Williams's) method took a little longer in exposing the sinus and fronto-nasal passage, but the latter part of the operation was then done more qjuickly and with greater ease than when one had to work under a bridge as in Killian's operation. However, he had himself obtained excellent results with Killian's method, and had shown some patients at the meeting on whom he h^ad done this operation.
